UNIETED FIRT AUTHORITY

SIGNATURE

B select:med*

CONDETTONS ANDY LINMTEA TTONS

Lifetime Maximum Plan Payment - Per Person
Pre-Cxisting Conditions (PEC)

Benefit Accumulator Period

Maximuin Annual Out-of-Network Payment - (p

AT e b Te e PR ANIEATED Aot Toerl o kis |
Self Only Coverage, 1 person enrolled - per plan year

Deductible

Qut-of-Pocket Maximum
Family Coverage, 2 or more enrolled - per plan year

Deductible - per person/family

Out-of-Pocket Maximum - per person/family
(Mcdical and Pharmacy Included in the Out-of-Pocket Maximum)
INPATTENT SERY TC] S

Medical, Surgical and Hospice™
Skilled Nursing Facility'1 - Up to 60 days per plan year
Inpatient Rehab Therapy: Physical, Speech, Oc(:upatioual4

Up to 40 days per plan year for all thempy types combined

PROFESSTONAL SRV s

Office Visits & Minor Office Surgeries
Primary Carc Provider (PCP)’
Secondary Care Provider (SCP)]

Allergy Tests

Allergy Treatiment and Serum

Major Surgery

Physicinn's Fees - (Medical, Surgical, Maternity, Anesthesia)
PRENENTINVE SERNVITCES AS OLPLINED BY TUHE ACA
Primary Care Provider (PCP)

Secondary Care Provider (SCP)l

Adult and Pediatric Immunizations

Elective Immunizations - herpes zoster (shingles), rotavirus
Diagnostic Tests: Minor

Other Preventive Services
VISTON SERN O S

Preventive Eye Exams

All Other Eye Exams

OU IPAFIENT SERVIC TS

Outpatient Facility and Ambulatory Surgical

Ambulance (Air or Ground) - Emergencies Only

Emergency Room - (Participating facility)

Emergency Room - (Nanparticipating facility)

Intermountain InstaCare® Facilities, Urgent Cure Facilities
Intermountain KidsCare® Facilities, Intenmountain Connect Care®
Chemotherapy, Radiation and Dialysis

Diagnostic Tests: Minor®
Diagnostic Tests: Ma_ior2

Home Health, Hospice, Outpatient Private Nurse
Quitpatient Rehab Therapy: Physical, Speech, Occupational

Up to 20 visits per plan year for each therapy type

PARTICIPATING

(In-Network)

OPTTON | 07 ol 2017

MENMBLER PAYNENT SUNNARS
NONPARTICIPATING

When using partlcipating providers, you are resp

to pay the amounts in this column.

None
None
plan year

(Out-of-Network)

‘When using nonparticipating providers, you are
responsiblo to pay 1he amounis in this column.

PARTTCTP AT TG

$1,000
$3,000

$1000/$2000
$3000/$6000

PARTHCTPA TTNG
20% after deductible
20% after deductible

20% after deductible

PARVICIPA TING

$15
$20
See Office Visits Above
20%
20%

20% after deductible
PARTICIPATING
Covered 100%
Covered 100%
Covered 100%
Covered 100%
Covered 100%
Covered 100%
PARTICIPA PING
Covered 100%
$20
PARTICIPAVEING
20% after deductible
20% after deductible
$75 after deductible
$75 after deductible
$30
$15
20% after deductible
Covered 100%
20% after deductible
20% after deductible
$20 after deductible

NONPARTICIPA TING

$2,000
$6,000

$2000/$4000
$6000/$12000

NONPAR TP VING
40% after deductible
40% after deductible

40% after deductible

NONPARTICIPA TING

40% after deductible
40% after deductible
Not Covered
Not Covered
40% after deductible
40% after deductible
NONPAR{TICIPAVING
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
NONPARTICIPATING
Not Covered
40% after deductible
NONPARTH IPATING
40% after deductible
See Participating Benefit
See Participating Benefit

See Participating Benefit
40% after deductible
40% after deductible
40% afier deductible
40% after deductible
40% after deductible
40% after deductible
40% after deductible
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See other side for additional benefits
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v’ Se l eCt 1 med PARTICIPATING NONPARTICIPATING

i (In-Network) (Out-of-Network)

MISCELEANLEOL S SRV CES PARTHCIPATING NONPARPICIPA TING
Durable Medical Equipment (DME) 20% after deductible 40% after deductible
Miscellaneous Medical Supplies (M MS)3 20% after deductible 40% after deductible
Autism Spectrum Disorder See Professional, Inpatient, Outpalient, or | See Professional, Inpatient, Outpatient, or

Applied behavior analysis and behavioral health services up to 330,000 or Mental Health and Chemical Dependency | Mental Health and Chemical Dependency

600 hours/plan year, whichever is greater Services Services
Maternity and Adoption‘“6 See Professional, Inpatient or Outpatient 40% alier deductible
Cochlear huplants4 See Professional, Inpatient or Outpatient Not Covered
Infertility - Select Services *50% after deductible Not Covered

(Max Plan Payment $1,500/ plan year; 35,000 lifetime)

Donor Fees for Covered Organ Tra.nsp]x-n'n‘.s‘1 20% after deductible Not Covered
TMJ (Temporomandibular Joint) Services - Up to 32,000 lifetime See Profcssional, Inpatient or Qutpaticnt Not Covered

OPTTONAL BENEERES PARTICIPATING NONPARTICIPATING

Mental Health and Chemical Dependency

Office Visits §15 40% after deductible
Inpatient 20% after deductible 40% after deductible
Qutpatient 20% 40% after deductible
Residential Treatment’ 20% after deductible 40% after deductible
Chiropractic - 800-678-9133 *$15 (up to 20 visits per plan year) Not Covered
Injectable Drugs and Specialty Medications' 20% after deductible 40% after deductible

Prescription Drug List (formulary) RxSelect™
Prescription Drugs - Up to 30 Day Supply of Covered Medications B
Tier 1 310
Tier 2 $25
Tier 3 $45
Tier 4 $100
Maintenance Drugs ~ 90 Day Supply (Mail-Order, Retail90 ®)-selected drugs B
Tier 1 310
Tier 2 350
Tier 3 5135
Generic Substitution Required Genetic required or must pay copay plus cost

difference between name brand and generic

To remain compliant with state and federal regulations including the Affordable Care Act (ACA), these benefits are subject to change.

I Refer to selecthealth,org/findadoctor to identify whether a provider is a primary or secondary care provider.

2 Refer to your Certificate of Coverage for more information.

3 Frequency and/or quantity limitations apply to some preventive care and MMS services.

4 Preauthorization is required for the following: all inpatient services; certain injectable drugs and specialty medications; certain prescription drugs; certain DME items and
prosthetic items; certain mental health and chemical dependency services; matemity stays longer than two days for normal delivery or longer than four days for cesarean and
all deliveries outside of the service area; home health nutsing; pain management/pain clinic services; outpatient private nurse; organ transplants; cochlear implants and
certain genetic tests, Benefits may be reduced or denied if you do not preauthorize certain services. Please refer to Section 11--"Healthcare Management”, in your Certificate
of Coverage, for details.

5 All deductible/copay/coinsurance amounts are based on the allowed amounts and not on the providers billed charges. Nonparticipating Providers or Facilities have not
agreed to accept the Allowed Amount for Coverced Services, When this occurs, you are responsible to pay for any charges that exceed the amount that SelectHealth pays for
Covered Services. These fees are called Excess Charges, and they do not apply to your Out-of-Pocket Maximum.

6 SelectHealth provides a $4000 adoption indemnity as outlined by the statc of Utah. Medical deductible, copay, or coinsurance listed under the benefit applies and may
exhaust the benefits prior to any plan payments.

* Not applied to Medical out-of-pocket maximum.

All covered services obtained outside the United States, except for routine, urgent, or emergency conditions require preauthorization.

To contact Member Services, call 800-538-5038 weekdays, from 7:00 a.m. to 8:00 p.m., Saturdays, from 9:00 a.m. t0 2:00 p.m. TTY users should call 711.

Select Med Plus benefits are administered and underwritten by SelectHealth.
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